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Endorepair Conversion
Aortic Arch Endorepair
Sir,
In an excellent review article, Drs May, White and Sir,
In the Volume 17, 1, January 1999 issue you publishedHarris have presented four techniques that can be used
for conversion from endoluminal to open abdominal a case report entitled “Traumatic Rupture of the Aortic
Arch Treated by Stent Grafting” by N. Lagattola et al.1aortic aneurysm repair.1 The most important lesson
the article brings across cannot be overemphasized: a There are certain points in this article that we feel
need clarification. To begin with the title has little tophysician engaging in endovascular aneurysm repair
will be confronted sooner or later with a situation in no correlation with the actual case as it is shown in
the two angiograms provided by the authors. As iswhich conversion to open repair can no longer be
avoided. I would like to add a little trick that can be shown in Fig. 1, the leak is located at the first part
of the descending thoracic aorta. Consequently theused if an endograft with infrarenal hook fixation
(EVT/AncureÒ, Guidant) needs to be replaced by a covered stent (Fig. 2) has been deployed not in the
aortic arch but in the descending thoracic aorta. It isconventional graft. In these situations, an infrarenal
clamp placed over the hooks of the proximal at- true, though, that the proximal part of the stent does
extend into the lumen of the aortic arch and partlytachment frame and/or simple caudad traction may
seriously damage the infrarenal aorta at the level of a covers–occludes the orifice of the left subclavian artery.
But the deployment of the stent graft at this area doesconventional anastomosis.
Suprarenal dissection and clamp placement can be not justify, in our opinion, the heading “aortic arch
stenting”. The authors state that the condition of theavoided by opening the aneurysm without clamps.
After removal of the thrombus from the sac the en- patient was deteriorating and because of this they
decided to repair the leak endoluminally. In spite ofdograft is exposed and clamped distally. With digital
control of the graft proximally, the graft is incised in his condition he was able to have his spleen removed,
presumably under general anaesthesia, before the en-the mid-portion. A 12-F/50-cc Robicsek–Pruitt aortic
occlusion catheter (CryoLife, St. Petersburg, FL, U.S.A.) doluminal procedure. He additionally had his femur
nailed and the mandibular fracture plated and, as isis then inserted upwards through the opening in the
endograft and positioned above the level of the prox- stated, he was discharged home seven days after the
endovascular stent repair. Why is it that a patient isimal attachment system. Inflating the balloon controls
the aorta proximally. The graft is then incised upwards. able to undergo surgery for his spleen but not a
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